CONTINENTAL  AMERICAN  INSURANCE  COMPANY 
Post  Office  Bo?: 427*  Columbia.  South  Carolina  29202 
Phone  (800)  433-3036  Fax  (866)  849-2970 


f 


HOSPITAL  INDEMNITY  CLAIM  FORM 


Failure  to  complete  all  sections  may  result  in  a  delay  in  processing  this  claim. 

To  prevent  delays,  please  provide  documentation  from  your  healthcare  provider  to  support  this  claim. 

Please  review  your  policy  for  specific  benefits  covered  under  your  plan. 

■s  Benefits  are  payable  to  you  unless  we  receive  written  authorization  from  your  provider  to  assign  benefits 
to  them  or  from  you  to  pay  your  benefits  elsewhere.  This  is  called  an  assignment.  If  you  wish  to  assign 
your  benefits,  please  send  a  signed  written  request. 

v'  If  this  claim  is  for  an  individual  covered  by  Medicaid  or  a  state  variation  of  Medicaid,  most  non-disability 

benefits  are  automatically  assigned  according  to  state  regulations.  This  means  we  must  pay  the  benefits 
to  Medicaid  or  to  the  medical  provider  to  reduce  the  charges  billed  to  Medicaid. 


Authorization 

Several  states  require  that  the  following  statement  appear  on  claim  forms:  Any  person  who  knowingly  attempts  to  defraud 
any  insurance  company,  files  a  statement  of  claim  containing  any  materially  false,  incomplete  or  misleading 
information,  is  guilty  of  a  crime. 


I  hereby  certify  that  the  answers  I  have  made  to  the  foregoing  questions  are  both  complete  and  true  to  the  best  of  my  knowledg 
and  belief.  I  have  read  the  fraud  notice  included  in  this  form. 


Policyholder's  signature:' 
Patient’s  Signature: 


Date:  Q' 

Date:  "Up 


POLICY-HOLDER'S-/ -PATIENT  INFQRW1ATJQN 


Ernpio-yer'ste  ' 

Ufa  A/ln  OCk'CT  . 

Policyholder's  Email  Address 

\.Gc  AH  i  o  /c@£o^  Cub-f  ■ 

'  o  u  «ci>/hol&i’s  fene 

Policy  No  Social  Security  No  , 

39c 

Date  of  Birth 

i  7-/7GV 

Gender 

-fefnaW  . 

P  <o % \ -cnyhcSi^s/idress  City  State  Zip  Code  Policyholders  leieph 

"’xT*  n.WiV  IZ2-  fVV\lrtvn  \°GtO  <T<d1/' 

one  No.  (with  area  code) 

^£T%:'\enVife  Person  who  is  sick  or  injured)  Patient  s  Date  of  Patient  s 

Birth  Gender 

0%  Get  Ac  i  fan,! 

Relationship  to  Policyholder 

:  VflJU. _ 

"By  pfcjour  e-mail  address  above,  you  consent  to  the  use  of  electronic  transactions  in  connection  with  your  CAIC  policies,  contracts, 
=s=&r.dlu'-x?rs to  the  extent  available  permitted  by  law  (which  may  include,  but  not  limited  to:  invoices,  claim  correspondence,  contracts, 
-^'jrv:A'drier  materials  that  CAIC  is,  or  may  be,  legally  required  to  deliver  to  you). 


Please  complete  the  remaining  sections  for  all  claims: 

Please  provide  the  name,  address  and  phone  number  of  the  patient’s  primary  treating  physician. 
Name:  \jU  _  Phone  Number:  (WQ  ~~  Lib 


Address: 


Citv/State/Zi  p : 


>  Was  the  patient  confined  to  the  hospital  as  a  result  of  this  condition?  _ No  tz  Yes 

(If  confined,  please  submit  copy  of  patient’s  admission  and  discharge  papers  or  a  copy  of  a  UB-04  billing  invoice  from  the 
hospital) 


Hospital  (Facility)  name:  (  Y\ 
Admission  date: 

If  yes,  please  complete  the  below: 


Phone  Number: 


Discharge  Date:  _/ 


Employer  Facility  Benefit  Provision 

(for  insureds  who  have  employer  facility  benefits) 

Name  of  Hospital  (Facility)  name,  where  patient  was  admitted,  confinement  or  received  treatment:  . 

COO  *1  TH  _  Phone  Number:  ts/O'  / 


Address: 


;\  -rP 


City/State/ZI  P: ' 


'C 

tff38"0 


Is  this  facility  also  your  place  of  employment?  No _ Yes  <•  / 

If  no,  does  this  facility  partner  with  your  employer’s  healthcare  system?  No  _ _  Yes _ 

>  Was  the  patient  confined  to  the  intensive  care  unit  as  a  result  of  this  condition?  iZ^^No  . —  Y es 

(if  yes,  please  submit  copy  of  a  UB-04  billing  invoice  from  the  hospital  facility  to  identify  the  days  spent  in  the  intensive 
care  unit) 

>>  Was  the  patient  confined  to  a  rehabilitation  unit  as  a  result  of  this  condition?  - Yes 

(If  yes,  please  submit  copy  of  patient’s  admission  and  discharge  papers  or  a  copy  of  a  UB-04  billing  invoice  from  the 
hospital)  , 


>  Was  the  patient  treated  in  an  emergency  room  as  a  result  of  this  condition?  _SL _ No 

(If  yes,  please  submit  emergency  room  admission  and  discharge  papers) 


>  Was  surgery  performed  as  a  result  of  the  medical  condition? 


(If  yes,  please  submit  a  copy  of  the  operative  report.) 

**For  outpatient  prescription  drug  benefits,  please  submit  pharmacy  receipts  showing  the  name  of  the  prescription,  the  physicis 
name  prescribing  it  and  the  date  prescribed. 


Please  sign  the  attached  HIPAA  Form  and  return  it  with  the  completed  claim  form.: 
*****\f  filing  a  claim  within  the  first  policy  year  for|>enefits,  medical  records  may  be  requested***** 

Is  medical  treatment  due  to  an  injury?  No  [s  Yes _ 

>  If  yes,  please  complete  the  following  questions  related  to  the  injury: 

>  Date  of  the  injury:  _ _ _ _ _ 

>  Describe  how  the  injury  occurred: 


If  Yes,  please  complete  the  following  questions  related  to  the  sickness 

>  What  is  your  sickness  diagnosis:  \J  \  _ _ _ 

>  Symptoms  first  occurred  on  what  date: 

>  First  date  of  treatment  for  this  condition: 

>  If  diagnosed  with  Cancer,  on  what  date  was  the  initial  diagnosis?  _ _ _ 

(Please  submit  pathology  report  with  your  claim  submission  if  diagnosed  with  Cancer) 
o  Was  the  patot  treated  by  any  other  physicians  for  this  sickness  or  a  related  condition? 

°  v  No  _ Yes 

o  If  yes,  please  provide  the  physician’s  name(s),  address(es)  and  phone  number(s)  inside  the  box  below. 


Pregnancy  claims: 

o  Date  of  delivery: _ 

o  Type  of  Delivery:  _ Vaginal _ Cesarean 

o  If  not  delivered,  expected  delivery  date: _ 

o  What  was  the  date  of  your  last  menstrual  period?  _ 

o  Please  list  any  complications  due  to  your  pregnancy: 


Post  Office  Box  427*  Columbia,  South  Carolina  29202 
Phone  (800)  433-3036  Fax  (866)  849-2970 


AUTHORIZATION  TO  OBTAIN  INFORMATION 


MAIL  TO:  Continental  American  Insurance  Company 

P.O.  Box  427 

Columbia,  South  Carolina  29202 


CALL:  1 ,800.433,3036  (toll-free) 
CLAIM  FAX:  1.866.849.2970 


Primary  Certiflcateholder’s  Name: 

CTVk  /  G  r  KK / 

Certificate  Numbfer(s):  ' 


SSNfoptional): 


Date  of  Birth: 

7  -/7- 


Address:  ’  " 

V.o  11L  M°)bn  ?  A  .  m  I  O 


Name  of  Individual  Subject  to  Disclosure  (If  not  the  primary  Certificateholder): 


777- S  7 


Date  of  Birth: 


Relationship^  Primary  Certificateholder: 

e£eif  □  Spouse  □  Domestic  Partner  □  Child  □  Stepchild  □  Grandchild 


I.  Authorization: 

For  the  purpose  of  evaluating  my  eligibility  for  insurance  and  for  benefits  under  an  existing  certificate,  including  checking 
for  and  resolving  any  issues  that  may  arise  regarding  incomplete  or  incorrect  information  on  my  application  for  coverage 
and/or  claim  form,  I  hereby  authorize  the  disclosure  of  the  following  information(defined  below)  about  me  and,  if 
applicable,  my  dependents,  from  the  sources  listed  below  to  Continental  American  Insurance  Company  (CAIC),  or  any 
person  or  entity  acting  on  its  part,  to  include  American  Family  Life  Assurance  Company  of  Columbus  and  American 
Family  Life  Assurance  Company  of  New  York  (collectively,  "Aflac). 

II.  Disclosure  of  Health  Information: 

Health  information  may  be  disclosed  by  any  health  care  provider,  health  plan  (including  CAIC  or  Aflac,  with  respect  to  other 
CAIC  or  Aflac  coverages)  or  health  care  clearinghouse  that  has  any  records  or  knowledge  about  me.  Health  care  provider 
includes,  but  is  not  limited  to,  any  licensed  physician,  medical  or  nurse  practitioner,  nurse,  pharmacist,  osteopath, 
psychologist,  physical  or  occupational  therapist,  chiropractor,  dentist,  audiologist  or  speech  pathologist,  podiatrist,  hospital, 
medical  clinic  or  laboratory,  pharmacy,  rehabilitation  facility,  nursing  home  or  extended  care  facility,  prescription  drug 
database  or  pharmacy  benefit  manager,  or  ambulance  or  other  medical  transport  service.  Health  information  may  also  be 
disclosed  by  any  insurance  company  or  the  Medical  Information  Bureau  (MIB).  Health  information  includes  my  entire 
medical  record,  but  does  not  include  psychotherapy  notes.  Some  information  obtained  may  not  be  protected  by  certain 
federal  regulations  governing  the  privacy  of  health  information,  but  the  information  is  protected  by  state  privacy  laws  and 
other  applicable  laws.  CAIC  will  not  disclose  the  information  unless  permitted  or  required  by  those  laws. 

HI.  Rights  and  Expiration: 

I  understand  that  I  may  revoke  this  authorization  at  any  time,  except  to  the  extent  that  CAIC  or  Aflac  has  taken  action  in 
reliance  on  this  authorization.  If  I  revoke  this  authorization,  CAIC  may  not  be  able  to  evaluate  my  application  for  coverage 
and/or  claim.  To  revoke  this  authorization,  I  must  provide  a  written  and  signed  revocation  to  CAIC  at  the  address  or  fax 
number  above.  Unless  otherwise  revoked,  this  authorization  shall  remain  in  effect  for  two  (2)  years  from  the  date  signed 
or  upon  my  death,  whichever  occurs  first.  I  agree  that  a  copy  of  this  authorization  is  as  valid  as  the  original  and  that  I  or  an 

authorized  representative  may  request  a  copy  of  this  authorization.  .  . . 

IV.  Notice: 

I  understand  that  CAIC  is  not  conditioning  payment,  enrollment,  or  eligibility  for  benefits  on  whether  I  sign  this 
authorization.  I  understand  that  if  the  information  disclosed  is  protected  health  information  relating  to  a  health  plan  and  the 
person  or  entity  receiving  the  information  is  a  not  a  health  care  provider  or  health  plan  covered  by  federal  privacy 
regulations,  the  information  disclosed  may  be  redisclosed  by  such  person  or  entity  and  will  likely  no  longer  be  protected 
by  the  federal  privacy  regulations.  . 

•  If  records  are  on  an  adult  dependent,  (e.g.  spouse,  child  over  18),  the  dependent  must  sign  this  form 

•  If  records  are  on  a  minor  child  the  natural  parent  or  legal  guardian  must  sign  on  their  behalf. 

5~~  /  <T7  Ce 


Legal  Representative’s  Printed  Name  he^al  Representative’s  Signature  Legal  Relationship 
If  signed  by  a  legal  representative  (e.g.  Legal  Guardian,  Estate  Administrator,  Power  of  Attorney) 


Date  Signed 


AGC06.105 


Electronic  Funds  Transaction  Authorization 


Send  to:  Continental  American  InsuranceCompany  Phone:  (800)  433-3036  Fax  (866)  849-2970 

Post  Office  Box  427  Email:  groupclaimfiling@aflac.com 

Columbia,  South  Carolina  29202 


I  would,  like  to: 


\A  St; 


Start 


Stop 


j  Change  direct  deposit  of  my  claim  payment(s). 


AccoimfType: 

Checking 


Li  Savings 


****  Please  provide  a  blank  voided  check  or 
direct  deposit  form  from  your  financial 
institution.  Incomplete  or  inaccurate 
information  will  not  be  processed. 


I  ttMMsiiSi’AcIJOl  j  "i 

8.  lAvr.A  KSMMi' 


ivat«: 


Ill-IAKH 


>U2a«.5f.?nnt:  •  ..«kYnvs'&V  loot 


!  ;  0«nVAcw«fltSwibe^ 


Account  Number: 

TCSL/oLs> _ : _ : _ 

Name  of  Financiallnstitution:/^  \  <  .  . 

o  iTcxdcv 

Address 


State: 


Pi) 


Zip: 


m<// 


TExkn _ 

Ph°'Aoo  -M-nl9l 


Authorization  Agreement  for  Direct  Deposit 


I  authorize  Continental  American  Insurance  Company  (CAIC)  to  initiate  credit  entries,  and,  if  errors  occur,  I 
authorize  the  correction  of  entries  to  my  account  as  indicated.  This  authorization  remains  effective  and  in  full  force 
until  CAIC  receives  written  notification  from  me  of  its  termination  in  such  time  and  in  such  manner  to  afford  CAIC  a 
reasonable  opportunity  to  act  on  it.  Please  notify  CAIC  immediately  if  your  financial  institution  information  has 
changed  by  sending  notification  to  the  address  indicated  above.  Should  you  have  any  questions,  please  contact  us  at 
1-800-433-3036. 

Policy/Certificate  Holder’s  Name  (Print):  q 

Employer  Name  or  Group  .n 

6)endSiS  iMflk- 

Certificate#:  ^ ^  ~~j2_ Lp2  2_ 

*By  providing  your  e-mail  address  above,  you  consent  to  the  use  of  electronic  transactions  in  connection  with  your  CAIC  policies,  contracts, 
and/or  accounts  to  the  extent  available  and  permitted  by  law  (which  may  include,  but  not  limited  to:  invoices,  claim  correspondence, 
contracts,  surveys,  and  other  materials  that  CAIC  is,  or  may  be,  legally  required  to  deliver  to  you) 


{/  Po licy /Certificate  ijrto Id 


lolder  Signature  (Required) 

Note:  Forms  received  without  signature  will  not  be  processed. 


‘TUb-ia 

Date 


Continental  American  Insurance  Company  (CAIC),  a  proud  member  of  the  Aflac  family  of  insurers,  is  a  wholly-owned  subsidiary  of  Aflac  Incorporated  and  underwrites  group  coverage.  Aflac  is 
not  licensed  to  solicit  business  in  New  York,  Guam,  Puerto  Rico,  or  the  Virgin  Islands.  For  groups  sitused  in  California,  coverage  is  underwritten  by  Continental  American  Life  Insurance 
Company.  For  groups  sitused  in  New  York,  coverage  is  underwritten  by  American  Family  Life  Assurance  Co  mpany  o  f  New  YoHt. 


Continental  American  Insurance  Company  •  1600  Williams  St  •  Columbia,  South  Carolina  29201  •  1-800-433-3036  toll-free  •  1-866-849-2970  fax 


S994  0 1800101 


580033 


SrAirVIMI  COVERS  PUCOU 


031716 


M  ID  TAX  MO 

23-0469]  501031  316 


10  BIRTHDATE 

11  SEX 

07171984 

F 

Atglen 


16DHR 


16  01 


34  OCCURRENCE 
CODE _ DATE 


A1  071784 


38  Blue  Cross  IBC  Trad/Independ 
1901  Market  Street 

Philadelphia,  PA  19103 

Parallel  Claim 

OftfV  CD 

O  CCSCRIPTiO-J 

44  HCPCS  /  RAT  £  /  hJP£$  CODE 

0120 

ROOM -BOARD/ SEMI 

21 

0.250, 

0260 
0:3, 00:; 

N4002 0688541 6ML1 6  3 3 . 25 

IV  THERAPY 

LABORATORY- 

03  01 

LAB /CHEMISTRY 

03  06 

LAB /B ACT- MICRO 

0:3:07  ■ 

0309 

LAB /OTHER ' 

0:324  1 

DX  X-RAY /CHEST 

0351 

CT  SCAN/HEAD 

0352  • 

03  61 

OR/MINOR 

0450 

0730 

EMERG  ROOM 

EKG/ECG 

009U3ZX  031316 


APPROVED  0MB  NO.  0938-0997 


TIE  CERTFlCATlCsNS  Oil  1>£  REVISE  APP-V  TO  THIS  0IU  AMD  ARE  MATE  APART  HEREf  Of 


i; 


Please  print,  complete  and  submit  to  your  company’s  Payroll  or  Human  Resources  Department.  | 

Member  Name:  CJAY  ann  gray _ Account #:  1Q700000563406  I 

Transit/ABA  Number:  2313-8010-4  Company  Name: _ 


Total  amount  deducted: 

□  Net  Check 

Q  Partial  Deduction  $ 

Primary  account  for  deposit: 

□  Savings 

□  Checking 

I  hereby  authorize  the  above  named  company  to  begin  Automated  Clearing  House  (ACH/payroll  deduction)  credit  to  the 
above  account(s)  in  the  amount(s)  listed.  In  the  event  the  payroll  is  not  forwarded  in  a  timely  manner  by  my  company,  any 
loan  payments  due  will  be  made  at  the  credit  union. 


